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Abstract
Background: This paper examines the extent to which actors from sectors other than health engaged with the
South Australian Health in All Policies (HiAP) initiative, determines why they were prepared to do so and explains
the mechanisms by which successful engagement happened. This examination applies theories of policy
development and implementation.
Methods: The paper draws on a five year study of the implementation of HiAP comprising document analysis, a
log of key events, detailed interviews with 64 policy actors and two surveys of public servants.
Results: The findings are analysed within an institutional policy analysis framework and examine the extent to which
ideas, institutional factors and actor agency influenced the willingness of actors from other sectors to work with Health
sector staff under the HiAP initiative. In terms of ideas, there was wide acceptance of the role of social determinants in
shaping health and the importance of action to promote health in all government agencies. The institutional
environment was initially supportive, but support waned over the course of the study when the economy in South
Australia became less buoyant and a health minister less supportive of health promotion took office. The existence of a
HiAP Unit was very helpful for gaining support from other sectors. A new Public Health Act offered some promise of
institutionalising the HiAP approach and ideas. The analysis concludes that a key factor was the operation of a
supportive network of public servants who promoted HiAP, including some who were senior and influential.
Conclusions: The South Australian case study demonstrates that despite institutional constraints and shifting political
support within the health sector, HiAP gained traction in other sectors. The key factors that encouraged the
commitment of others sectors to HiAP were the existence of a supportive, knowledgeable policy network, political
support, institutionalisation of the ideas and approach, and balancing of the economic and social goals of government.
Keywords: Health in All Policies, Institutional theory, Intersectoral collaboration, Social determinants of health
Background
For four decades health promoters have concluded that
to be most effective, health promotion strategies must
involve government agencies beyond the health sector.
Despite this there is little evidence showing what factors
encourage other sectors to see health promotion as part
of their mission. The cross sectoral mandate has been
central to the new public health [1, 2]. The Alma Ata
Declaration urged “intersectoral action for health” [3].
The Ottawa Charter argued for “Healthy Public Policy”
[4] which Milio defined as ‘multisectoral in scope, and
participatory in strategy’ [5].
To achieve healthier societies and communities it is
argued that there must be improvements in the coordin-
ation of government departments to tackle complex and
“wicked” health and social problems in a joined up fashion
[6, 7]. More recently Health in All Policies (HiAP) has
extended intersectoral action by facilitating sectors outside
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of Health to routinely consider and account for the health
impact of their policies, plans and implementation [8–12].
The approach was adopted in South Australia in 2007 and
has been a constant presence in the State’s policy response to
the social determinants of health and health equity [13, 14].
Our longitudinal evaluation of this initiative is one of the few
attempts to map HiAP implementation and to understand
what accounts for success and failure. Although much litera-
ture asserts the importance of HiAP there is very little empir-
ical evidence and a particular gap in understanding about
how to encourage other sectors to participate in HiAP.
The literature on policy implementation is scant despite
its importance to achieving improved societal outcomes,
including in health, but does provide a theoretical base for
studying intersectoral action. Policy literature no longer
sees policy implementation as linear but rather as interac-
tions between context, content, process and power [15].
Exworthy suggests implementation is disjointed and
messy [16]. Kickert et al. argue that policy-making takes
place in networks that are made up of various actors
(including individuals, coalitions and organizations), none
of which can determine the other actors’ strategies [17].
Institutional theory is helpful to unpack structure and
agency in the process of policy implementation [18–20].
Scott identifies the regulative, normative and cultural-
cognitive pillars of institutions, which explain how and
why institutions, and the actors therein, operate [20]. Un-
derstanding how institutions shape the HiAP activities
and how actors react to institutional practices promises to
be helpful in making sense of the contexts within which
HiAP is operating. Howlett, Ramesh and Perl similarly
note that policy problems are engaged and responses are
crafted in policy worlds which have a distinctive constella-
tion of actors (people and networks involved), ideas (the
content of policy) and institutions (structures, rules and
mandates) [18]. Each of these elements interacts and leads
to a particular form of policy implementation. Knowledge
about how this interaction happens promises to assist
health promoters in understanding how other sectors can
be persuaded to maximise their beneficial health impact.
Exworthy and Powell argue that effective implementation
requires clear policy objectives, feasible mechanisms and
processes to meet these objectives, and adequate resources
to finance them [21]. They also stress the importance of
understanding the interdependent context in which gov-
ernance operates and the need to study policy implemen-
tation in the ‘congested state’ [22, 23] which emphasises
fragmented and plural forms of governance. The notion of
a congested state with a consideration of the key role of
institutions in shaping policy, the ideas underpinning
policies and plans as they are implemented, and the
agency of actors in responding to and shaping institutional
constraints promises to be a robust framework to examine
the ways in which other sectors engage with HiAP.
This paper examines the extent to which actors from
sectors other than health engaged with the South
Australian Health in All Policies initiative and determines
why they were prepared to do so and the mechanisms by
which successful engagement happened. This examination
draws on theories of policy development and implementa-
tion. We note that the focus of this paper is not on the
health and equity outcomes of the SA HiAP initiatives as
these will be examined in detail in a paper that is currently
being prepared. In this paper we are concerned with a de-
tailed examination of the HiAP process and the factors that
encourage other government sectors to become involved.
Methods
The data were collected over five years (2012–2016) as
part of a mixed-methods research project addressing the
question ‘Does a Health in All Policies approach improve
health, equity and wellbeing?’ This paper draws on docu-
mentation of key events and documents, semi-structured
interviews and two waves of an electronic survey of public
servants. Policy makers appear to value mixed methods in
research to inform policy. In our study, qualitative data in-
formed the development of the survey questions which
were in turn interpreted, aided by further qualitative data.
There were no competing truth claims between the
different data sets and we used descriptive statistics on a
census, rather than a sample; conforming to elaborative
mixed methods whereby each method illustrates, but does
not contradict, the other [24, 25].
Documentation of key events and documents
A log of key policy events and details of HiAP’s engage-
ment with other sectors was maintained over five years.
This log documented observations made by research staff
during regular visits to government offices and included a
timeline of key changes in the political and bureaucratic
environments affecting HiAP. Thematic document ana-
lysis of HiAP documents (meeting notes, event attendance
lists as well project proposals, work summaries and
project reports) was undertaken during 2013–2016 using
the qualitative analysis software NVivo 11. This analysis
revealed details of how HiAP staff engaged with other
sectors, how intersectoral engagement changed over time
following contextual developments, and highlighted which
departments and actors were involved.
Semi-structured interviews
This paper draws on a subset of the interviews undertaken
between January 2013 and June 2016 for the broader HiAP
evaluation. This subset involves 112 interviews with 64 in-
dividuals. The paper primarily draws on 49 interviews with
staff from non-health departments/agencies of the South
Australian Government public sector, but also, where data
from interviews relate to the involvement of other sectors
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in HiAP, 54 with staff from the Health Department, five
with academics with experience of the HiAP initiative and
four with politicians or political staff. The 49 interviews
with other sectors involved 33 public servants from
departments/agencies other than Health. Ten of these 33
individuals were interviewed multiple times (between two
and four times) given their roles in several HiAP projects,
or the need to capture developments over time. These in-
terviews involved public servants from 15 State Govern-
ment departments and agencies who have had contact with
the HiAP approach between 2007 and 2016. The 15 depart-
ments/agencies included: community services, education,
justice, transport, governance, infrastructure, employment,
trade and natural resources. The later interview schedules
were adapted in light of emerging information from the
earlier interviews and the survey so that, for instance, more
detailed questions were asked about the impact of the
changing economic climate and its impact on the public
service.
Interviews were undertaken by six academics experi-
enced in qualitative interviewing. Questioning was
guided by pre-prepared interview schedules. The inter-
views were recorded and transcribed verbatim for all but
two respondents. The interviews averaged 40 min, ran-
ging from 15 min to 1 h 35 min. All interviewees were
offered the chance to review their transcript and seven
chose to check and amend their transcript by either edit-
ing the transcript directly or sending email notes to clar-
ify or elaborate on a particular aspect of the interview.
Two people asked that the interview not be recorded,
but rather written notes be taken by the interviewer. In
this case the notes were checked by the interviewee.
Analysis of interviews
A collaborative, thematic analysis of the interview tran-
scripts using the qualitative analysis software NVivo 11
was conducted. Following the initial round of open cod-
ing, five team members completed collaborative, selective
coding [25]. Themes from the analysis were developed,
discussed and debated at successive weekly team meetings
which shaped the analytical themes emerging from the
data. These meetings also integrated insights from the sur-
veys with those from the interviews and compared the
findings from the two data sets.
Surveys
An online survey of the HiAP policy network in the SA
public sector, which conforms with Klijn and Koppenen-
jan’s conception of a policy ‘network of interdependent ac-
tors’ [26], was conducted during May and June in 2013 and
repeated in 2015. Individual actors in the HiAP policy net-
work were identified with the assistance of HiAP staff and
comprised public servants who had had some contact with
HiAP since 2007. In 2013 and 2015, the network involved
435 and 483 public servants, respectively. The survey sam-
ples for 2013 and 2015 were selected from these networks
and included only people who were working within the SA
Government at the time of each survey. In 2013, 373 public
servants were invited via email to participate in the first
survey. 168 (45%) of these people provided meaningful re-
sponses by answering survey questions beyond the initial
demographic questions. Six people (2%) answered only the
demographic questions and their responses were excluded
from the analysis. 199 people (53%) did not respond at all.
In 2015, 339 people were invited via email to participate in
the second survey. 151 (45%) of these people provided
meaningful responses by answering survey questions
beyond the initial demographic questions. 25 people (7%)
answered only the demographic questions and their
responses were excluded from the analysis. 163 people
(48%) did not respond at all. Each potential respondent was
contacted four times [27].
Most of the questions remained consistent between
the two surveys; however, additional questions were
added in 2015 to capture data about changes in the
HiAP approach and the surrounding political context.
These changes had been identified during the preceding
interviews and the documentation of developments in
the log, and the 2015 survey was used as a tool to gain
further quantitative insights.
The surveys elicited information about respondents’
awareness of the HiAP approach, experiences of collaborat-
ing with HiAP work, and perceived outcomes of HiAP
work. An awareness of HiAP was deemed a necessary
precondition for valid responses to questions about experi-
ences of collaborating with HiAP work, therefore the ana-
lyses were limited to those respondents who indicated in
the survey that they had heard about HiAP (2013, n = 148
(40%); 2015, n = 105 (31%)) and were working in a depart-
ment other than the Health Department (2013, n = 83;
2015; n = 61). The majority of non-health respondents had
worked in the SA Government for five years or more
(2013, n = 50 (88%); 2015, n = 59 (97%)) and approximately
half were executive level or senior management staff (2013,
n = 42 (52%); 2015, n = 25 (41%)). Non-health respondents
were from 14 and 13 different departments/agencies in the
2013 and 2015 surveys, respectively.
Data analysis
Numerical data from the surveys were exported from Sur-
vey Monkey directly to an SPSS file and analysed using
IBM SPSS Statistics 22. To ensure the accuracy of the data
file, the SPSS data file was proofread against the original
data in Survey Monkey. Cross tabs were used to compare
relationships between responses to selected questions, and
between surveys. Data from the open ended questions
were exported from Survey Monkey and analysed themat-
ically using NVivo 11.
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Interviewee and survey respondents are identified by
the sector in which their employing department/agency
has been categorised, for example Health Department
staff are identified as from the health sector and staff
from the Department of the Premier and Cabinet are
identified as from the governance sector. Departmental/
agency names have changed and departments have been
split and merged over the timeframe of this research.
Providing a more general categorisation by sector helps
to identify the activity of the department/agency without
having to track the continual changes in names and
structures arising from departmental restructuring.
All data collection activities received prior approval from
the Flinders University Ethics Committee and the SA Health
Ethics Committee. Where an interviewee may be identified
by their quote, their consent has been sought for its use.
Results
Our findings first describe the range of initiatives in other
sectors engaged in by HiAP, then show how non-health
sectors shaped the implementation of HiAP through their
ideas and institutional contexts. Finally we describe agency
of the actors and their networks active in HiAP.
HiAP action initiated in other sectors
Table 1 draws on the document analysis to show the
range of actions in the other sectors related to health. The
initiatives addressed a range of social determinants of
health which from 2008 to 2013 were identified by the use
of a Health Lens Analysis (HLA). HLA provides a rapid,
highly policy relevant assessment of the impact of policies
outside the health sector [28]. The Health Lens Analysis
process is the practical methodology that supports the
HiAP approach in SA. Its primary intent is to highlight
the connections and interactions between health and the
core business of other sectors [29]. It involves five stages:
HiAP staff engage other departments in cross sectoral
work to promote health, gathering evidence, generating
outputs that will be useful in progressing a health agenda
(reports, recommendations, policy), navigating those out-
puts through bureaucratic and political processes and
structures to evoke change, and evaluation of the effect-
iveness of the process. From the interview data, public
servants with a favourable disposition to HiAP were iden-
tified in 12 out of 15 government departments/agencies.
These actors shared an appreciation of the role of the
health lens projects in prompting a shift in thinking within
their departments, contributing additional resources (staff
and funding) and creating space for a different focus of
work within their departments which would not have
been pursued without collaborating with Health. For
example, an interviewee explained:
I just think all of that knowledge and learning and
opportunity we had that came out of HiAP is one
amazing thing… and that continues on, like those
people are spotted around, those projects are around,
those outcomes are around (Executive/Senior
management, Governance sector, 2016).
Comments from staff where a favourable disposition did
not exist in their departments indicate that the reasons for
this included that the focus of the HLA was already their
core business and they could have undertaken this work
themselves without the use of a HLA or involvement of
HiAP:
…the approach appears to me to have been ‘Well,
here’s an issue. We think this needs to be tackled. We
think it needs to be done like this.’ Whereas we,
having that core sort of business responsibility, have
already identified that quite solidly and have, you
know, work in place (Education sector, 2013).
Table 1 also shows the outcomes that were noted in
the interviews to have resulted from each of the areas of
cross-sector activity. In each case these outcomes were
addressing a social determinant of health.
Next we discuss the three pillars of the institutional
analysis we have used to frame our analysis, namely ideas,
institutions and actors. An overview of our application of
this framework is provided in Fig. 1.
Dominant policy ideas in South Australia
HiAP’s premise that health is influenced by social determi-
nants that are largely outside the health sector, and HiAP’s
intent in influencing work on these social determinants,
was reasonably widely accepted among South Australian
public servants. Our survey indicated that most rated their
understanding of HiAP as excellent or very good/good
(2013, N = 82, n = 57, 70%; 2015, N = 60, n = 39; 65%)
while less than one-third lacked at least a good understand-
ing of HiAP. Similarly less than 30% of respondents (2013,
N = 69, n = 28; 2015, N = 44, n = 14) agreed or strongly
agreed that the impact of their departmental policies on
health were not clear. Most reported that the policies in
their department did have a moderate or strong impact on
health and wellbeing (2013, N = 73, n = 60, 82%; 2015,
N = 61, n = 55, 90%).
A majority of respondents agreed or strongly agreed that
the link between the work of their department and health
outcomes was supported by evidence (2013, N = 68, n = 38
(60%); 2015, (N = 42, n = 23 (55%)), although some did in-
dicate problems. A few noted that “health” is equated with
hospitals and illness, and a community services and welfare
sector director suggested the alternative term of “social
well-being… you’d probably get more buy-in because public
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Table 1 Implementation of Health in All Policies in South Australia (2009 to 2016) showing sectors involved
Description of initiative Key sectors involved Intermediate or health outcome claimed
Parental Engagement with Literacy
Health Lens Analysis (HLA)
Education Change to Education dept. literacy and
numeracy policy regarding parental
engagement
Aboriginal Road Safety- Drivers
Licensing HLA
Emergency services; Transport; Justice;
Correctional services; Education
Minor increase in Aboriginal people with
driver’s licences in remote communities,
which is likely to reduce road accidents and
incarceration rates.
Promoting International Students’
Health and Wellbeing HLA
Education; Multicultural Resources for international students on health
services access and maintaining well-being
produced
Healthy Sustainable Regional Communities
in the Upper Spencer Gulf HLA
Primary industries; Trade & economic
development
Awareness of importance of considering
health and equity issues in regional planning
increased in trade and economic portfolios
and data atlas to support this
Healthy Weight: A Desktop Analysis
and Implementation Plan
Health; Planning & infrastructure; Community
services & welfare; Primary industries;
Environment & natural resources; Education;
Correctional Services; Justice
Large range of departments made aware of
the impact they have on population average
weight and the potential actions they can take
to achieve the healthy weight target. Progress




Planning & infrastructure; Transport;
Urban planning & development
Contribution to development of suburbs that
have lower ecological footprint and which
encourage walking, cycling and use of public
transport. Produced tool to assess health
impacts of future TODs.
Local Government HiAP Approach: Castle
Plaza Transit-orientated Development HLA
Local government Greater awareness of health issues that may
be associated with the TOD
Active Transport – Economic Assessment
for Cycling and Walking and Cycling Strategy
Planning & infrastructure Strengthening the case for better provision
for cycling and walking by providing health
and well-being rationale
Regional Migrant Settlement Trade & economic development;
Multicultural
Minimal impact but provided some rationale




Environment & natural resources Raised awareness of potential positive and
negative health impacts of increasing the
re-use of stormwater, greywater and rainwater
during policy development process
Digital Technology: Increased
Broadband Use
Education More awareness of the importance of
broadband access in terms of gaining access
to social determinants including employment,
education and housing and the health equity
implications of some groups not gaining access.
Provision of advice, evidence and capacity
building around how the cross-sectoral 7
Cabinet Priorities can contribute to health
and wellbeing:
- Every Chance for Every Child: Capacity
building across Government
- Safe Communities, Healthy Neighbourhoods
- An affordable place for everyone to live
- Realising benefits of mining boom for all
- Premium food and wine from our clean
environment
- Growing Advanced Manufacturing
- Creating a Vibrant City
Each of the 7 Strategic Cabinet Priorities
were led by Ministerial Taskforces supported
by Senior Officers Groups. Initially these were
led by Premier and Dept. of the Premier &
Cabinet (DPC), in partnership with Minister
and the government department with primary
responsibility for policy issue. Over time the
relevant Minister and department took on primary
responsibility for each of the priorities.
Premier and Minister for Education supported
by DPC and Education sector
Premier, Commissioner of Police and Minister
for Health supported by DPC, Justice, Health
Premier, Treasurer supported by DPC and Finance
Premier, Minister for Industry & Trade supported
by DPC and Trade & economic development
Premier, Minister for Primary Industries supported
by DPC and Primary industries
Premier, Minister for Industry & Trade,
DPC, Trade & economic development
Bringing an awareness of the health impact
of the work of each of these taskforces and
encouraging them to make health a key
consideration
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servants sort of like to think that’s what they’re about”.
An education sector director noted “challenges around
aligning the language and knowledge and processes of
one sector” and that it takes time to “know each other’s
world, developing a common language… filing it down
so that conversations are more and more specific”. Des-
pite these cultural difficulties other sectors noted that
linking their agendas to health could have benefits. A
coordinator in the environment and natural resources
sector saw that conserving the environment is “per-
ceived to be something outside… so linking our work
to health, linking our work to tourism and fun and
wellbeing… not only does it give conservation more im-
petus but it actually makes us part of something big-
ger”. Overall, about half of respondents felt that
collaborations with HiAP were very or somewhat ef-
fective in achieving the goals of their department/
agency’s core business (2013, N = 73, n = 37 (51%);
2015, N = 52, n = 30 (58%)). Thus a clear majority of
the public servants were supportive of the ideas behind
HiAP.
Congested policy environment
As in most modern liberal democratic capitalist
states, the policy space in South Australia is con-
gested. Our analysis, however, highlights that there
was a degree of coherence between the ideas
underpinning HiAP and broader initiatives designed
to reduce barriers between government departments
and encourage actions across bureaucratic barriers.
The South Australian Strategic Plan (SASP) set goals
for health and well-being and action on a range of
social determinants. Until 2013 all Chief Executives of
government departments were accountable for the
achievement of these goals. A political advisor from
the governance sector noted the link between the
SASP and HiAP:
In the 30 Year Plan [for Greater Adelaide] and the
South Australian Strategic Plan, HiAP provided
the opportunity to ask for each of the general
policy propositions ‘what’s the overall health
impact of this?’ which would not necessarily be
asked otherwise. Whereas traditionally the
questions have been economic impact, then
environmental impact and sometimes social
impact, but health impact has not been a
traditional question in policy development.
(Political staff, governance sector, 2013).
HiAP was one of many strategies, new ideas and policy
directions in the State and so other sectors had to be
convinced of its utility and fit with other intersectoral
government priorities. Our analysis showed how HiAP
Table 1 Implementation of Health in All Policies in South Australia (2009 to 2016) showing sectors involved (Continued)
Description of initiative Key sectors involved Intermediate or health outcome claimed
Premier, Minister for Planning supported
by DPC and Planning & infrastructure
Premier’s Healthy Kids Menus
Taskforce
Health; DPC; key stakeholders including
Australian Hotels Association, Restaurant &
Catering Association and Clubs SA, Heart
Foundation, CSIRO and Parent representatives-
chaired by the Parliamentary Secretary for Health
Recommendations for entertainment venues
about how they can support healthy eating
for families
90 Day Change Project – One
Government: Working together
for integrated policy that meets
citizens’ needs
Health, DPC, Office for the Public Sector,
Environment & natural resources
Lessons from the HiAP experience of cross
sectoral working directly informed this
initiative and underpinned the strategies
developed as part of it.
Applying HiAP Principles to work
with Public Health Partner
Authorities (PHPA) across SA
Involves a range of Government and
non-Government partners, including
Environment & natural resources.
Policy focus - healthy parks, healthy people
Planning & infrastructure. Policy focus
- planning reform, urban renewal and
healthy built environment
SA Council of Social Services. Policy focus
- The role of non-government sector in
public health planning system
University of South Australia. Policy focus
- research policy translation - social isolation,
older people and the built environment
Community services & welfare. Policy focus
–whole of government Wellbeing Framework
concept and measurement; increasing access
to healthy nutritious food for vulnerable
people at risk of hunger.
Relatively new initiative (since 2015).
The legislative basis of the PHPA promises
to help health become more prominent in
the activities of those agencies that sign
up to be a PHPA.
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was implemented on shifting policy sands as part of a
changing and fast-moving agenda of government, as
summarised by a senior executive:
So what Health in All Policies has had to do is had to
adapt to something in South Australia which has been
quite difficult because we’ve still got the South
Australian Strategic Plan but layered on top we’ve got
the seven strategic priorities that they had to adapt
and fit into. Then since the election we’ve got also
another ten economic priorities and extra things
happening… it’s sort of the principle of being at the
centre of other people’s problems, like how do you
help solve their problem with them and how can
HiAP help, is hard when the landscape is changing so
quickly. (Executive/Senior management, governance
sector, 2014).
Similarly, a senior executive in the governance sector
noted that “shiny things” like HiAP had to play a delicate
game of “jumping” on to “the new shiny thing” but also
remaining visible in their own right. Within the context of
leadership changes within the Government, a project like
HiAP was at risk of being seen “as the last person’s idea so
they won’t touch it”. Maintaining relevance with other sec-
tors meant HiAP had to traverse the unpredictable and fast
moving policy terrain. From 2012, with a change of Prem-
ier, new “Strategic Priorities” were mandated and these be-
came the business of multiple departments and appeared to
assume priority over the SASP. Thus departments had a
common purpose which was frequently noted in the inter-
views as essential for effective action. A senior officer from
the governance sector (2013) noted that HiAP had “got
other agencies across government working with them and
thinking about health in a different way and health isn’t just
Health’s business, it’s everyone’s business”.
Commitment to joined-up government
Both South Australian Premiers in office during our study
period had a strong commitment to reduce the silos in
government and encouraged joined-up approaches.
…what I had seen before was always this incredible
frustration of things being done in silos and being
treated as symptoms… This was to get them from
thinking narrow ‘this is my empire’ to thinking about
‘this is – we’re all in it together’. (Former Premier, June
2013).
In the words of a public servant, this strong political sup-
port gave a “strong philosophical agreement of the need to
work across sectors, settings and disciplines to improve out-
comes”, a sentiment that was echoed by many of those sur-
veyed and interviewed. It also meant HiAP was one of many
cross sectoral initiatives, including a Cabinet-initiated 90 day
change project very similar to, and in part, modelled on the
HiAP health lens. Such new initiatives required HiAP to jos-
tle for policy space in the other sectors but as a senior execu-
tive in the trade and economic development sector (2015)
noted, “there’s a ripple in the pond that’s coming out of there
Fig. 1 Intersection of Institutions, Ideas and Actors in HiAP in South Australia
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of which is a tailwind for Health in All Policies”. HiAP was
seen as a good model for collaborative work to further the
Government’s agenda of joined-up government:
Health in All Policies provides a potential template for
engaging in other policy development processes,
where the aim is to deliver an outcome for the state
from a whole of government perspective, rather than
the perspective of a single department. (Senior
Executive, finance sector, 2013 survey).
The importance of HiAP in assisting other departments
to focus on health was well-illustrated by the example of
urban planning:
When we do our planning work we have to look at
transport issues, environmental issues, social equity
issues and a whole range of other things and we try
and merge those all together and balance them in one
way or another. Until relatively recently the health
elements, which oddly enough was one of the great
reasons why planning was born, but the health
elements had slipped off the agenda and what the
Health in All initiative did was actually re-establish its
place within a land use planning framework that could
then enable us to craft and re-craft policy in different
areas of our work, so in that sense for us it’s been a
wildly successful initiative. (Senior Executive, planning
and infrastructure sector, 2013).
Institutional context
SA HiAP was implemented by a State Government within
a federated system in which neo-liberalism dominated
public policies, including those of the South Australian
Labor Government [30]. Neo-liberalism has been defined
by Harvey [31], p.2 as a hegemonic discourse that proposes
that human well-being “can best be advanced by liberating
individual entrepreneurial freedoms and skills within an in-
stitutional framework characterised by strong private prop-
erty rights, free markets and free trade”. Neo-liberal policies
have been manifest in Australia through public spending
cuts, privatised public services, and adoption of private sec-
tor modes of operation [32]. While the hegemony of neo-
liberal ideas meant the policy space for the advancement of
social and health innovation was limited, there was some
political commitment to do so despite the intensification of
an austerity agenda over the five years of the study.
HiAP in an institutional environment dominated by
economic considerations
Respondents were clear that the economy was the top
concern for policy makers. One director argued that align-
ing the separate goals of successful regional mining and
developing a healthy community was only possible if both
goals assisted economic development. A transport execu-
tive noted that while they co-operated with HiAP there
would be “lots of resistance” to using the health lens on
“very major projects” such as a major new expressway or
additional car parking near the city. Other executives in
non-health sectors noted the economic argument that in-
vestment in health through their sectors’ activities would
save money in the future. An urban planning and develop-
ment sector executive in 2013 spoke of the need to work
towards a “pre-emptive health approach as opposed to a
reactionary health approach, if we’re not supporting that
in what we do then we’re producing communities that will
be unhealthy in the future so we need to future proof”.
When HiAP was initiated in 2007 SA’s economy was buoy-
ant and anticipating a mining boom, which never eventu-
ated. Therefore, from 2013 the policy agenda shifted as the
economy experienced shocks as its manufacturing base
contracted, including the loss of 3000 automotive industry
jobs. Following this, the State Government became even
more concerned with economic goals, sidelining the SASP
and seven strategic priorities and replacing them with ten
economic priorities that emphasised job creation to reduce
increasing unemployment. Comments from 2015 interviews
reflect this growing institutional concern with the economy
and job creation. Repeatedly the respondents noted that the
government was focused on “jobs and economic develop-
ment and diversification of the economy” (Governance sec-
tor, 2015) with the effect that it:
...then creates - anything that takes away straight
commercial outcomes or economic outcomes means
that the long term benefits of things like health, or
even to the extent of, you know, what is sensitive
urban design, etcetera, starts to not become high on
the priority for what people are trying to achieve.
(Urban planning and development sector, 2015).
The intensification of economic dominance in policy led
to some fearing that there is little space for long term so-
cial objectives. A senior executive from the management,
environment and natural resources sector in 2016 noted
that the declining economy had created a crisis mentality
which led to less incentives for other sectors to cooperate
with HiAP. Others expressed similar views:
I think there is significant pressure on our department
to find millions of dollars of savings and effectively
the response [to implementation of HiAP
recommendations was] ‘We’re not doing it’ whereas
before, you know, I think there was a real cooperative
sort of approach. (Education sector, 2013).
…so far so good, but in general when you get
significant budget cuts it does tend to, as I said, pull
Baum et al. BMC Public Health  (2017) 17:811 Page 8 of 16
your work right back to really what’s the core interest.
(Environment and natural resources sector, 2014).
Health policy actors knew the cuts in their sector, espe-
cially those to health promotion, posed a risk to the com-
mitment from other sectors. One senior executive noted:
[this] is a huge risk to the HiAP process because
nothing starts a stampede more than the first animal
running and then everybody else runs away so there’s a
risk around that… and the other reality is that we might
find less willing partners at the moment because we
aren’t able to offer as much as a health system in terms
of our own resource. (Health sector, 2013).
These fears resonated with comments such as this one
questioning the health sector’s own commitment to
health promotion:
We currently have a health system that has had health
promotion and preventive health programs ripped out
of it. (Community welfare, 2013 survey).
In this adverse environment for prevention and promo-
tion in the health sector it appears that the support for
HiAP from powerful public servants in other sectors was
able to keep the policy space open for HiAP. The support
for HiAP in SA in the health and other sectors was also
reinforced by the international links it had established
with the World Health Organization (WHO). Staff from
the HiAP Unit were involved in WHO training and re-
source development. A high profile joint conference was
held in March 2017. This international profile appears to
have acted as a bulwark against the pressures of austerity.
Additionally, joined-up government - of which HiAP
was viewed as a positive example - was seen as a
strategy to deal with austerity and in 2013 the Prem-
ier justified the strong commitment to joined-up gov-
ernment in terms of its economic benefits, making
HiAP politically palatable:
so in a sense what we were trying to do in a range of
other areas, like with homelessness being joined-up
responses, or joined-up responses in dealing with kids
who are dropping out of school... here’s an area where
in fact investment in health is actually about a better
economy as well as a better society, more
productivity. (Former Premier, 2013).
Formal mandates for HiAP
The Executive Committee of Cabinet Chief Executives’
Group provided an important formal mandate because it
contributed to the institutional framework and the gov-
ernance and authorising structure for HiAP from 2008
to the CEs’ Group’s dissolution in 2012. Subsequently,
from 2012 to 2014, such oversight and guidance was
provided to HiAP by seven Senior Officers’ Groups
which were each responsible for the implementation of
one of the Cabinet priorities (see Table 1). An important
theme from the survey and interviews was that HiAP
would benefit from having a more formal institutional
structure and so becoming a routine part of government
business, as a senior executive noted:
Currently based on personal relationships between
officers, not part of the ‘system’. (Environment and
natural resources sector, 2013 survey).
The other sector interviewees who were most commit-
ted to the approach argued strongly that it needed to be
embedded as a systemic model across the public sector.
A director argued that processes of broader public sec-
tor reform had to be supportive:
I think it was really too much to ask for them to have
actually left a systemic change in the system. I think
that the systemic change there is a broader challenge
for public sector reform and looking at the Office of
Public Sector Management… but I’m not witnessing - I
wouldn’t say that I’m witnessing high levels of
collaboration, at a systemic level anyway… so I think
the collaboration stuff is a fairly isolated - it’s on an
isolated basis rather than a generalised one would be
my view at this stage. (Senior executive, trade and
economic development sector, 2015).
Institutionally HiAP in South Australia was a primarily
horizontal activity between state government departments
and did not involve federal agencies (except through brief
informal consultations about how State Government
HiAP projects may affect work being undertaken feder-
ally). HiAP initially only had limited local government in-
volvement. From 2015 engagement with local government
was supported by a new Public Health Act (the South Aus-
tralian Public Health Act 2011). The Act required the
health minister to provide health advice to other govern-
ment departments; local councils to develop regional pub-
lic health plans; and the health minister to establish Public
Health Partner Authorities (which could be other govern-
ment departments) [33]. The importance of this legislation
in linking in other sectors and establishing public health
planning processes across State and local government was
noted by many respondents, for example:
Well [the impact of the Public Health Act] is still
probably emerging but I think that whereas in the
past Health in All Policies was a primary driver of the
way in which Health was embedded across other
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departments’ policy agendas, I think now the Public
Health Act is pretty much the main driver and I think
Health in All Policies is having to kind of come in
behind that and ensure that what it does is consistent
with the intent of the legislation. I think it’s more
about Health in All Policies adjusting to support the
implementation of the legislation rather than Health
in All Policies being a separate process in itself.
(Governance sector, 2014).
By late 2016, four non-health State Government agen-
cies had been formally declared as Public Health Partner
Authorities. A health sector executive explained that this
would provide an opportunity to make HiAP “part of
everyday business” through formal partnerships. While
HiAP is not explicitly referred to within the Public Health
Act, the Act does provide a regulatory mechanism to sup-
port HiAP in its quest to work with other sectors.
Resources and management support
Monetary, human and other resources are important in
driving the performance of public sector institutions and
actors and are vital aspects of the institutional frame-
work for HiAP.
A small catalyst unit was established in the Health
Department to implement the HiAP approach (at its peak
comprising six staff ). This unit was perceived to offer a
dedicated pool of skilled staff that could provide assistance
across Government, and was largely responsible for creat-
ing and maintaining a networked, horizontal governance
for HiAP across many State Government departments as
well as a connection to powerful decision-makers through
its mandate from the Department of the Premier and
Cabinet. The value of this unit to policy players in other
sectors was well-recognised by respondents:
if Health in All Policies didn’t exist as an agency with
the resources that are behind it, I think that there
would be a risk that it would fall over. (Governance
sector, 2013).
I think one of the very real strengths is the HiAP
team’s expertise… in getting high level access into
other departments and having a strong imprimatur.
(Health sector, 2013).
The perception of commitment and visibility of HiAP
core staff was noted:
…they’re always there championing Health in All
Policies. They’re quite – they’re out and about so they
are, to me they are highly visible in what they do and
how they do that, not only in Health but across
government. (Health sector, 2013).
…where Health in All Policies worked really well over
the last, say, three to four years was that there was a
dedicated unit and they drove it a lot. They got the
people around, government around the table and
supported implementation; they did project
management to support the Health in All Policies
programs. (Governance sector, 2014).
The willingness of other sectors to commit resources
to HiAP activities was an important indicator of support
for the initiative and significant in-kind (staffing) and
financial contributions were made by partner agencies to
HiAP projects. Approximately half of survey respon-
dents in 2013 either strongly agreed or agreed that col-
laborations with HiAP create additional work (2013,
N = 74, n = 39 (53%)); by 2015, this had reduced
(N = 44, n = 17 (39%)) probably reflecting the reduced
project activity of the HiAP staff. However, most respon-
dents disagreed or strongly disagreed that little benefit is
gained from the extra work (2013, n = 20 (51%); 2015,
n = 12 (71%)), indicating a supportive view.
Conversely, concerns were raised consistently during in-
terviews between 2013 and 2015 about the sustainability
of a dedicated HiAP Unit:
the HIAP Unit has the skills and the effort and
dedicated resources… but it’s probably an unsustainable
model. It needs to bubble out, out of the Unit and be
the way that Health does business - or indeed how
anybody in government does business… so it’s
vulnerable but also it’ll only ever have limited impacts,
so there’s four in a team or how many there is in the
team, and they’ve got so much budget. It will – unless it
leaves a legacy where people operate differently then –
it will only ever be what it is and only have a certain
amount of impact, which is probably different from
being sustainable, but it’s only ever going to be limited.
(Primary industries sector, 2013).
Most of the HiAP Unit’s work was project based and
thus opportunistic rather than system-wide. In 2014 the
unit was disbanded and staff working on HiAP initiatives
had, in their words “to work below the radar” because the
Health Department entered a period of severe budget re-
duction and the entire initiative was felt to be at risk. The
HiAP staff were restructured into a Strategic Partnerships
Team in a new Public Health Partnership Branch from
where the HiAP work continued as an approach to work-
ing intersectorally, although with less visibility than previ-
ously. The HiAP work was protected by a renewed
Memorandum of Understanding with the Department of
the Premier and Cabinet - Systematising Health in All
Policies, signed in early 2014. The skills that were reported
by the staff dedicated to HiAP and observed by those in
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other sectors which were important to working with other
sectors are summarised in Table 2.
Institutionally the strongest support for HiAP came
from the structures established with the Department of
the Premier and Cabinet. This central government sup-
port was vital to the continued commitment of other
sectors and was more enduring than from the Health
Department where a new minister, driven by extreme
budget pressures, dramatically reduced support for
health promotion [34]. The most promising institutional
development was the new Public Health Act.
Actors
Staff within the HiAP Unit in the Health Department were
crucial actors in winning over other sectors to HiAP. They
strove to avoid what they referred to as “health imperial-
ism” and sought win-win solutions to policy problems.
They worked to understand other sectors’ agendas so the
resulting policies offered benefits both for health and the
particular sectoral agenda (see Table 1).
An important reason for the commitment from ac-
tors from other sectors was that they appreciated the
causal feasibility of the HiAP work. This appreciation
reflected the work of the HiAP Unit through Health
Lens Analyses exercises designed to link the activities
of other sectors to health outcomes. In the interviews
and surveys public servants gave examples of links
between their work and health outcomes in relation
to literacy; urban design to encourage active lifestyles
and low carbon behaviours; increasing training so
more people have jobs; and creating healthy commu-
nities so that they are attractive for economic invest-
ment. A senior education executive commenting on
the factors that promote collaboration between their
department and HiAP wrote:
Alignment of strategic objectives and the
commonality of social factors that influence both
education and health outcomes (2013 survey).
A further factor that influenced the extent of actor sup-
port was whether HiAP was seen to be likely to achieve
outcomes. About half of the survey respondents agreed or
strongly agreed that the outcomes of collaborations with
HiAP were unclear (2013, N = 68, n = 35, (51%); 2015,
N = 43, n = 20 (47%)) and some of the interviewees ques-
tioned the extent to which outcomes were achieved. For
example an executive noted that HiAP had “given us an-
other window;” then queried “has that generated out-
comes massively different to what we’ve already got?” and
concluded HiAP hadn’t. Such perceptions are likely to
undermine support from other sectors.
Exworthy, and de Leeuw and Peters have argued that a
potential threat to HiAP’s technical feasibility is that policy
actors would see the initiative as too complex [16, 35].
However, few respondents agreed or strongly agreed that
collaborations with HiAP were more complex than other
areas of their work (2013, N = 72, n = 10 (14%); 2015,
N = 50, n = 8 (16%)). As one executive/senior management
survey respondent commented, “there are many complex-
ities in our work. HiAP is but one factor to consider”
(Community services and welfare sector, 2013 survey). Our
interviews suggested that because public servants are used
to dealing with both complicated and complex problems,
any perceived complexity of HiAP is not a barrier to its
feasibility. A policy officer said HiAP was:
No more or less complex than any other. Simple idea,
just a way of doing good policy… So the topics are
complex but the broad aim of HiAP in terms of
bringing people together to consider the health
Table 2 Skills used by HiAP staff to encourage the involvement
of other sectors
Strategic
• Establishing a broad shared strategic vision with other sectors
and then determining how to achieve that in practice
• Managing up in health sector and across to Department of the
Premier and Cabinet to ensure support for HiAP work, and building
other external alliances
• Taking a helicopter overview of the entire initiative
• Monitoring the ways in which the public sector environment
is changing and adapting to survive
• Watching for windows of opportunity to progress HiAP work and
navigate recommendations through decision making hierarchies at
times when success is most likely
Knowledge
• Working to understand the core agenda of other sectors
• Detailed understanding of SDH and how the core business of
other sectors may influence population health
• Ability to interpret evidence and translate it in a way that is
relevant to the core business of other sectors (e.g. evidence on link
between literacy and health or evidence on links between urban
planning, walkability and the creation of health promoting spaces)
Relational
• Being proactive and making cold calls to public servants in other
sectors
• Building and fostering a broad and supportive network in public
service for HiAP
• Relationship building which includes confidence with networking
and making informal contact with actors from other sectors
(eg coffee and discussions)
• Shepherding the on-going HiAP work from behind the flock by
nurturing collaborations
• Confidence working at the boundary and linking organisations
across different sectors
• Confidence to put the business of other sectors first, and to work
with them to identify co-benefits to advance the other sector’s
priorities while also addressing Health’s priorities
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outcomes of policy is not that complex. (Governance
sector, 2013).
A senior executive in the Department of the Premier
and Cabinet echoed these comments: “I don’t think its
complex at all; I just think its common sense.” (Govern-
ance sector, 2013).
Networks and champions
HiAP had high level political support especially from the
first of the two Premiers under which it operated. It got
on to the crowded policy agenda partly because of and
through a Thinkers in Residence Program, championed
by the State Premier at the time who wanted to build
joined-up government [36]. The Premier’s support was
backed by strong support from senior executives in the
Department of the Premier and Cabinet (DPC), which
was vital as an authorising environment for public ser-
vants, as shown by a senior executive who noted:
DPC’s a lead agency [for] Health in All Policies, so
from pretty early days I’ve been one of the people
driving the work within the South Australian
government. There’s been lots of governance changes
now and my job’s different now but I’ve continued
that sort of role of being one of the central drivers
and a central contact for Health in All Policies and
other intersectoral sort of challenges basically.
(Governance sector, 2013).
Political support from Chief Executives of agencies was
also reported as important and the interview data suggest
(unsurprisingly) that where the support was strong public
servants found it easier to co-operate with HiAP. Some-
times public servants noted the need to win this support.
Around one third of the respondents in the 2013 survey
(N = 68, n = 28 (41%)) and a quarter of respondents in the
2015 survey (N = 43, n = 11 (26%)) strongly agreed or
agreed that they had concerns about how to justify collab-
orations with HiAP to their senior management. One
non-health senior executive summed this up saying
“you’ve got to win the hearts and minds of the people that
lead the organisation” (Education sector, 2013). In a
similar vein a health sector officer noted the importance
of senior engagement from other sectors:
…I mean the fact that we have had other Chief
Executives writing to our Chief Executive to talk
about the importance and value of the work, I think
those sorts of elements have been critical. (Health
sector, 2014).
While the support from Chief Executives varied, we
found evidence that a number were supportive. One
noted that they had been able to continue their support
as they moved from role to role:
...but I think because I’ve had the interest in Health in
All Policies and worked around it in other places it’s
been like a sort of a natural progression for me to
jump in and do some leadership. (Executive/senior
management, environment and natural resources
sector, 2016).
This officer continued to explain the way in which
champions had been created from the perceived success
of HiAP and were now “spotted around the public sec-
tor” as they moved into other senior positions of influ-
ence, taking with them their support for and
understanding of HiAP as an effective intersectoral pol-
icy approach that achieves multiple outcomes.
One result of the relative longevity of HiAP was the
development of an on-going supportive network of mid-
dle to senior public servants who are broadly supportive
of HiAP. However, the effectiveness of this network and
the application of the HiAP approach was threatened by
the public sector cuts described earlier. The HiAP Unit
was disbanded, staff moved to the new Public Health
Partnerships Branch and formal engagement with other
sectors was largely put on hold from the end of 2013
until early 2015, and projects were temporarily delayed.
The following respondent from Health highlights the
consciousness within HiAP of the importance of these
network relationships:
I think that the current members in the Strategic
Partnerships Team, because they are the previous
members of the Health in All Policies Unit, are trying
their damnedest to, under the radar, maintain those
relationships as best as possible because the cycle will
happen again and I think the most important thing to
protect are those relationships that were forged in the
last four years, four to five years, because if they are
affected then we’ll never ever get off the ground again,
ever. (Health sector, 2014).
A non-health sector respondent explained the impact of
the retreat from positive action to working defensively and
“under the radar” for their HiAP project as being difficulty
getting joint sign off from their Chief Executive and the
Health Chief Executive. While the respondent was able to
get the signature from their CE they reported that “I noti-
fied Health in All Policies people that that had happened
so that they could prepare the letters and get them signed
by their Chief Executive and all fell into a big black hole…
I did follow up with them just to see what was happening
and I think they’d been under lots of pressure and hadn’t
done them”. The HiAP team’s perceived need to “go under
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the radar” was clearly frustrating to other actors and is
likely to have weakened support for HiAP. However there
is evidence that experience with HiAP had encouraged ac-
tors in other sectors to consider health implications inde-
pendently of their involvement with HiAP as shown by an
actor from the planning and infrastructure sector discuss-
ing how they took health into account while drafting and
implementing new planning legislation, and how they
were pleased to see “that there’s a degree of buy-in now
from other parts of the agency, thinking about the imple-
mentation and therefore thinking about how they plug
into health-related issues.”
Discussion
Drawing on the framework offered by Howlett, Ramesh
and Perl we have analysed how the institutions, ideas
and actors shaped the policy sub-system in which HiAP
operates and the many features of these systems which
supported constrained actors in other sectors consider-
ing health [18]. Here we identify the key factors that en-
couraged non-health public servants to advance the
HiAP agenda. They are summarised in Table 3.
Importance of a supportive bureaucratic HiAP policy
network
We found that HiAP in South Australia was supported by a
network of public servants who understood the social de-
terminants of health and saw how their sectors contributed
to health. Exworthy notes that such networks can be a
powerful way to bring about action on social determinants
[16]. Such networks have been observed in other jurisdic-
tions implementing HiAP [37, 38]. An important part of
the network formation and maintenance outside health ap-
peared to be the policy entrepreneurs who support HiAP.
Kingdon saw such actors as those who invest their own re-
sources in promoting a policy idea [39]. In South Australia
these were found at senior levels of government including
in the Department of the Premier and Cabinet, in the HiAP
Unit and throughout many government departments. A se-
nior executive in the Department of the Premier and Cabi-
net gave the initiative considerable legitimacy across the
government sector. The entrepreneurs within Health were
careful to work closely with other sectors in a way that met
the other sectors’ agendas, but their position was
marginalised within the Health Department which increas-
ingly took a more hospital focus. HiAP importantly gained
key support from senior and middle level staff in a range of
sectors. These staff either saw the logic of their work pro-
moting wellbeing or saw HiAP as a means of demonstrat-
ing their commitment to the broader government agenda
of breaking down silos within the public sector. HiAP in
South Australia had more senior policy entrepreneurs out-
side Health than it did within Health which increased its
credibility with other sectors. We also noticed that as the
non-health actors moved into new positions they often took
their knowledge and enthusiasm for HiAP with them. The
evolution of the supportive policy network in South
Australia is reminiscent of the type of Advocacy Coalition
that emphasizes the importance of coalition formation to
support new policy [40, 41]. Coalitions are groups of
actors that share belief systems, coordinate actions
around these beliefs and encourage members with
common beliefs to coalesce around a policy issue [42,
43]. This type of coalition had certainly evolved in
South Australia and has contributed to the continu-
ation of HiAP despite the state context becoming
more focused on economic rather than health and so-
cial goals.
Political mandate for other sectors’ involvement
Bridging the nexus between research, policy and practice is
a political process which requires a sophisticated under-
standing of governance networks and institutional arrange-
ments [44, 45]. Political support for cross government
action was vital to winning the commitment of other sec-
tors in South Australia. The Premier in office when HiAP
started was supportive because it fitted with his joined-up
government agenda. His ambitions to achieve this agenda
were strongly supported by a “Thinkers in Residence” pro-
gram in which a number of Thinkers argued for the joined-
up agenda and one specifically for HiAP [36]. Both Pre-
miers in government during the period of this study made
strong public statements about working across government,
and initiated policy initiatives that sat alongside HiAP to
encourage action across sectors. Without their strong polit-
ical leadership for the concept of joined-up government the
HiAP initiative would not have had as much legitimacy
with other sectors. The HiAP health lens informed the new
90 day change projects which required public servants from
a range of sectors and other non-government stakeholders
to take a policy issue (such as barriers for low income
households to the private rental market, or breaking the
cycle of young offending) and devise solutions requiring
cross government and intersectoral collaboration.
The initial health minister supported HiAP, and while
his successor continued some support, overall, political
support for health promotion, particularly within the
health sector itself, was withdrawn [34]. The waning
Table 3 Key factors encouraging non-health sector commitment
to Health in All Policies
- Supportive bureaucratic HiAP policy network
- Political mandate
- Move from project focus to institutionalisation and systematisation
- Finding a fit between HiAP ideas and the dominant economic
paradigm
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political support had the potential to compromise support
for HiAP within the Government more broadly. Some
other sectors were reluctant to continue support when
policy entrepreneurs from the health sector were not ac-
tive in promoting HiAP and when they perceived that de-
sired outcomes would not result because health sector
actors were constrained in their ability to act. It was clear
that actors from all other sectors noticed the withdrawal
of political support for health promotion and this made
some question their continued support for HiAP. How-
ever, in general, we found that HiAP’s longevity, and the
relationships that had been formed already, provided the
basis for continued support from most other sectors of
the SA Government, including a renewed commitment
from the Department of the Premier and Cabinet. These
findings indicate that ensuring other sectors’ buy-in and
commitment requires a health sector which expands ra-
ther than contracts HiAP activity and establishes HiAP
support staff as permanent features of the Health Depart-
ment so that other sectors can rely on their presence, sup-
port, encouragement and mandate.
Moving beyond a project basis to institutionalisation
Some actors from the other sectors perceived HiAP as be-
ing a project-based initiative that brought some advantages
to their sector but which remained marginal. Institutionally,
HiAP gained traction because of its appeal as a cross-
government initiative. We found that within a mobile pub-
lic service, where public servants regularly assumed new
roles in the same or different sectors, they reported taking
the skills they had learned from HiAP with them. In some
situations this led to new opportunities for HiAP, such as
forming partnerships with a range of sectors as Public
Health Partner Authorities. The HiAP staff played a central
role in establishing Public Health Partner Authorities under
the new Public Health Act and they drew on existing rela-
tionships to do so, as well as seeking contact with new ac-
tors. This measure may, over the longer term lead to
institutionalisation of HiAP principles [46, 47].
Finding a fit between HiAP ideas and the dominant
economic paradigm
The data that we found confirming that economic consider-
ations are paramount in policy decision making suggested
that health was valued instrumentally rather than intrinsically
for the role it could play in supporting economic develop-
ment. While this supported the implementation of HiAP, it
also restricted its scope. In our interviews it was very rare for
any policy actors to speak of the primacy of health equity or
to use health as a human rights argument for their work,
supporting the Government’s neo-liberal perspective in a
number of ways [48, 49]. The political message in South
Australia was that the public sector cuts are unavoid-
able but if public servants could work smarter and in
a more co-ordinated way then the cuts could be
accommodated. No public servants questioned the ne-
cessity for the cuts, suggestive of the observation that
‘neoliberalism has the effect of limiting what is
sayable, doable and even thinkable’ [50].
The central idea of HiAP is that government intervention
is essential to promote the health and wellbeing of the popu-
lation. Our study suggests that when governments replace
this with a focus on economic matters, public servants are
unable to resist the dominant economic paradigm.
Conclusions
Nutbeam noted that policy implementation in health pro-
motion is most likely when there is a synthesis of plausible
evidence, political vision and practical strategies [51]. Our
case study of HiAP demonstrates that despite institutional
constraints and shifting political support for the value of
prevention and health promotion, HiAP in South
Australia gained traction in other sectors. The experiences
of cross-government work inspired some powerful bur-
eaucratic actors, and HiAP initiatives led to other sectors
considering health more systematically in their core activ-
ities. However other sector actors did not view HiAP as ei-
ther institutionalised or the ideas behind it sufficiently
supported by Government to the extent that they felt
mandated to incorporate its principles in their work.
Where actors had a pre-existing disposition they were
keen to do so and the HiAP Unit’s work was able to sup-
port these actors.
Our conclusion is that a more systematic and man-
dated response to promoting health in other sectors is
required. In South Australia amending the Public Health
Act to provide regulated processes and procedures
would ensure health considerations are built into policy
development from the outset. Other jurisdictions would
need to find context appropriate mechanisms to achieve
this. In South Australia’s case the amendment to the Act
would build on existing functions of the health minister
under the Act to provide advice to the Government
about health protection and promotion and on policies
or measures that significantly impact on public health.
Such institutionalisation of HiAP and the ideas be-
hind it would strengthen the arm of those actors
already committed and place pressure on those with
less commitment. It would also protect HiAP activity
from the vagaries of changing ministers with differing
understandings of the importance of health promotion
and disease prevention and from governments that
focus on the economy to the detriment of health and
social goals.
The presence of key factors such as the existence of a
supportive, knowledgeable policy network, political sup-
port, institutionalisation of the ideas and approach, and
balancing of the political and social goals of government
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are important to support the engagement of other sec-
tors with a HiAP approach. Identifying strategies to in-
stitutionalise HiAP to ensure it becomes a normal part
of intersectoral public policy development is critical to
the sustainability and impact of HiAP, and vital in the
face of a strong and prevalent neo-liberal economic
agenda from governments.
Abbreviations
CEs’ Group: Chief Executives’ Group; DPC: Department of the Premier and Cabinet;
HiAP: Health in All Policies; HLA: Health Lens Analysis; SA: South Australian;
SASP: South Australian Strategic Plan; WHO: World Health Organization
Acknowledgements
We acknowledge the contribution of Anna Lane for her assistance with the
survey analysis for this paper. We acknowledge the input of all Chief and
Associate Investigators who have contributed to the design of this research:
Dennis McDermott, Elizabeth Harris, Michael Marmot, Jennie Popay, Ilona
Kickbusch, Sandy Pitcher, Kevin Buckett, Danny Broderick, Andrew Stanley
and Deborah Wildgoose.
The views expressed in this paper do not necessarily reflect those of the
South Australian Government.
Funding
This work was funded by the Australian National Health and Medical
Research Council (Grant number 1027561).
Availability of data and materials
Not applicable.
Authors’ contributions
FB led the development of this paper and was involved in all stages of the
research, writing and manuscript preparation. TD, CM and AL were involved
in the data collection. TD, CM, AL, HvE and CW were involved in the data
analysis, and TD, CM, AL and HvE were major contributors to writing and
manuscript preparation. All authors read and approved the final manuscript.
Ethics approval and consent to participate
All data collection activities received prior approval from the Flinders University
Social & Behavioural Research Ethics Committee (Project number 5518), and the
South Australian Department for Health and Ageing Human Research Ethics
Committee (Reference number HREC/12/SAH/74). Written informed consent
was obtained from all interviewees prior to interview, including consent to
record and transcribe their interview. Interviewees were also offered the
opportunity to review and revise the transcripts of their interviews.
Consent for publication
Where an interviewee may be identified by their quote, their consent has
been given for its publication.
Competing interests
The authors declare they have no competing interests.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1Southgate Institute for Health, Society and Equity, Flinders University,
Adelaide, Australia. 2College of Medicine and Public Health, Flinders
University, Adelaide, Australia. 3College of Nursing and Health Sciences,
Flinders University, Adelaide, Australia. 4Health Determinants and Policy,
Department for Health and Ageing, Adelaide, Australia.
Received: 7 February 2017 Accepted: 4 October 2017
References
1. Ashton J, Seymour H. The new public health. Milton Keynes: Open
University Press; 1988.
2. Baum F. The new public health. 4th ed. Melbourne: Oxford University Press; 2015.
3. World Health Organization. Declaration of Alma Ata: report of the international
conference on primary health care. Geneva: 1978. http://www.who.int/
publications/almaata_declaration_en.pdf?ua=1. Accessed 2 Nov 2016.
4. World Health Organization. Ottawa charter for health promotion. Geneva:
1986. http://www.who.int/healthpromotion/conferences/previous/ottawa/
en/. Accessed 2 Nov 2016.
5. Milio N. Making healthy public policy; developing the science by learning
the art: an ecological framework for policy studies. Health Promot Int. 1988;
https://doi.org/10.1093/heapro/2.3.263.
6. Rittel HWJ, Webber M. Dilemmas in a general theory of planning. Policy Sci.
1973; https://doi.org/10.1007/BF01405730.
7. Exworthy M, Hunter DJ. The challenge of joined-up government in tackling
health inequalities. Int J Public Admin. 2011; https://doi.org/10.1080/
01900692.2011.551749.
8. World Health Organization. Health in all policies: Helsinki statement.
Framework for country action. The 8th Global Conference on Health
Promotion, Helsinki, Finland, June 2013. Geneva: 2014. http://www.who.int/
healthpromotion/conferences/8gchp/8gchp_helsinki_statement.pdf.
Accessed 2 Nov 2016.
9. Sihto M, Ollila E, Koivusalo M. Principles and challenges of health in all
policies. In: Stahl T, Wismar M, Ollila E, Lahtinen E, Leppo K, editors. Health
in all policies: prospects and potentials. Ministry of Social Affairs and Health,
Finland; 2006. p. 3–20.
10. Kickbusch I. Health in all policies: the evolution of the concept of horizontal
health governance. In: Kickbusch I, Buckett K, editors. Implementing health in all
policies: Adelaide 2010. Adelaide: government of south Austalia; 2010. p. 11–23.
11. Commission on Social Determinants of Health. Closing the gap in a
generation: Health equity through action on the social determinants of
health. Geneva: 2008. http://www.who.int/social_determinants/
thecommission/finalreport/en/index.html. Accessed 25 Jan 2017.
12. Ollila E. Health in all policies: from rhetoric to action. Scand J Public Health.
2011; https://doi.org/10.1177/1403494810379895.
13. Kickbusch I. Healthy societies: addressing 21st century health challenges.
Adelaide: 2008. http://www.ilonakickbusch.com/kickbusch-wAssets/docs/
Kickbusch_Final_Report.pdf. Accessed 3 Nov 2016.
14. Kickbusch I, McCann W, Sherbon T. Adelaide revisited: from healthy public
policy to health in all policies. Health Promot Int. 2008; https://doi.org/10.
1093/heapro/dan006.
15. Walt G. Health policy: an introduction to process and power. London: Zed
Books; 1994.
16. Exworthy M. Policy to tackle the social determinants of health: using
conceptual models to understand the policy process. Health Policy Plan.
2008; https://doi.org/10.1093/heapol/czn022.
17. Kickert WJM, Klijn E-H, Koppenjan JFM. Managing complex networks:
strategies for the public sector. London: SAGE Publications; 1997.
18. Howlett M, Ramesh M, Perl A. Studying public policy: policy cycles and
policy subsystems. Oxford: Oxford University Press; 2009.
19. Marsh D. Keeping ideas in their place: in praise of thin constructivism. Aust
J Polit Sci. 2009; https://doi.org/10.1080/10361140903296578.
20. Scott WR. Institutions and organizations: ideas, interests, and identities. Los
Angeles: SAGE Publications; 2013.
21. Exworthy M, Powell M. Big windows and little windows: implementation in
the 'congested state'. Public Admin. 2004; https://doi.org/10.1111/j.0033-
3298.2004.00394.
22. Skelcher C. Changing images of the state: overloaded, hollowed-out,
congested. Public Policy Adm. 2000; https://doi.org/10.1177/
095207670001500302.
23. Sullivan H, Skelcher C. Working across boundaries: collaboration in public
services. Basingstoke: Palgrave Macmillan; 2002.
24. Brannen J. Mixing methods: the entry of qualitative and quantitative
approaches into the research process. Int J Soc Res Meth. 2005; https://doi.
org/10.1080/13645570500154642.
25. Ezzy D. Qualitative analysis - practice and innovation. Allen & Unwin:
Sydney; 2002.
Baum et al. BMC Public Health  (2017) 17:811 Page 15 of 16
26. Koppenjan JFM, Klijn E-H. Managing uncertainties in networks: a network
approach to problem solving and decision making. London: Routledge; 2004.
27. Dillman DA. Mail and internet surveys: the tailored design method. New
Jersey: John Wiley & Sons; 2007.
28. Lawless A, Williams C, Hurley C, Wildgoose D, Sawford A, Kickbusch I. Health
in all polices: evaluating the south Australian approach to intersectoral
action for health. Can J Public Health. 2012; 10.17269/cjph.103.2969.
29. Delany T, Harris P, Williams C, Harris E, Baum F, Lawless A, et al. Health impact
assessment in new South Wales & Health in all policies in South Australia:
differences, similarities and connections. In: BMC public health; 2014.
30. Miller C, Orchard L. Australian public policy: progressive ideas in the
neoliberal ascendency. Bristol, UK: Policy Press; 2014.
31. Harvey D. NeoLiberalism: a brief history. Oxford: Oxford University Press; 2005.
32. Osborne D, Gaebler T. Reinventing government: how the entrepreneurial
spirit is transforming government. Reading Mass Adison Wesley Public
Comp. 1992;
33. South Australian Public Health Act 2011. (South Australia).
34. Baum F, Freeman T, Sanders D, Labonté R, Lawless A, Javanparast S.
Comprehensive primary health care under neo-liberalism in Australia. Soc
Sci Med. 2016; doi:org/https://doi.org/10.1016/j.socscimed.2016.09.005.
35. De Leeuw E, Peters D. Nine questions to guide development and
implementation of health in all policies. Health Promot Int. 2014; https://doi.
org/10.1093/heapro/dau034.
36. Baum F, Lawless A, MacDougall C, Delany T, McDermott D, Harris E, et al.
New norms new policies: did the Adelaide thinkers in residence scheme
encourage new thinking about promoting well-being and health in all
policies? Soc Sci Med. 2015; https://doi.org/10.1016/j.socscimed.2015.10.031.
37. Leppo K, Ollila E, Peña S, Wismar M, Cook S. Lessons for policy-makers. In:
Leppo K, Ollila E, Peña S, Wismar M, Cook S, editors. Health in all policies:
seizing opportunities, implementing policies. Helsinki: Ministry of Social
Affairs and Health Finland, National Institute for health and welfare, and the
European Observatory for Health Systems and Policies; 2013. p. 325–38.
38. Shankardass K, Renahy E, Muntaner C, O’Campo P. Strengthening the
implementation of health in all policies: a methodology for realist
explanatory case studies. Health Policy Plan. 2015; https://doi.org/10.1093/
heapol/czu021.
39. Kingdon J. Agendas, alternatives and public policies. Updated 2nd ed.
Boston: Longman; 2011.
40. Sabatier P. An advocacy coalition framework of policy change and the role
of policy-oriented learning therein. Policy Sci. 1988; https://doi.org/10.1007/
BF00136406.
41. Sabatier P, Jenkins-Smith HC. Policy change and learning: an advocacy
coalition approach. Bolder, CO: Westview Press; 1993.
42. Weible CM, Sabatier PA. A guide to the advocacy coalition framework. In:
Miller G, Fischer F, editors. Handbook of public policy analysis. New Jersey:
CRC Press; 2006. p. 123–36.
43. Cairney P. Understanding public policy: theories and issues. Basingstoke:
Palgrave Macmillan; 2011.
44. De Leeuw E, Clavier C. Healthy public in all policies. Health Promot Int.
2011; https://doi.org/10.1093/heapro/dar071.
45. Bambra C, Smith KE, Garthwaite K, Joyce KE, Hunter DJ. A labour of
Sisyphus? Public policy and health inequalities research from the black and
Acheson reports to the marmot review. J Epidemiol Community Health.
2011; https://doi.org/10.1136/jech.2010.111195.
46. Burris S, Wagenaar AC, Swanson J, Ibrahim JK, Wood J, Mello MM. Making
the case for laws that improve health: a framework for public health law
research. Milbank Q. 2010; https://doi.org/10.1111/j.1468-0009.2010.00595.x.
47. Brownson RC, Chriqui JF, Stamatakis KA. Understanding evidence-based
public health policy. Am J Public Health. 2009; https://doi.org/10.2105/AJPH.
2008.156224.
48. Pusey M. 25 years of neo-liberalism in Australia. In: McKnight D, Manne R,
editors. Goodbye to all that? On the failure of neo-liberalism and the
urgency of change. Melbourne: black Inc. Agenda. 2010:124–46.
49. Woodward D. Australia 'unsettled' - the legacy of 'neo-liberalism'. Pearson
Education Australia: Frenchs Forest; 2005.
50. Davis M. Neoliberalism, the culture wars and public policy. In: Miller C,
Orchard L, editors. Australian public policy: progressive ideas in the
neoliberal ascendancy. Bristol: Policy Press; 2014. p. 27–42.
51. Nutbeam D. Getting evidence into policy and practice to address health
inequalities. Health Promot Int. 2004; https://doi.org/10.1093/heapro/
dah201.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Baum et al. BMC Public Health  (2017) 17:811 Page 16 of 16
